makes no specific mention of oral or dental health. [9] The National Oral Health Policy was launched in 2012. [10] However, there has been no working or strategic plan for its implementation. Neither is there any coherent national program that addresses the implementation of the policy. These gaps have serious consequences on the oral health of the general population and the oral health of children in Nigeria when viewed in the light of a rising trend in oral diseases that have been witnessed within the last few years in developing countries. [11] Although the country operates a three-tier system of health-care delivery system and the National health policy is anchored on primary health care (PHC) as defined in the Alma Ata declaration, [12, 13] oral health is still a neglected part of the PHC programs in Nigeria. [14] Ideally, the PHC system should provide a systematic entry into the entire health-care system with oral health being Access this article online Website: www.ijdr.in DOI: 10 .4103/ijdr.IJDR_734_16
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For reprints contact: reprints@medknow.com treated as an integral part of general health activities and not an isolated component. Thus, a high percentage of oral health problems could be managed at the PHC level while complimentary services would then be provided at the secondary and tertiary-care levels. The services provided at the PHC should focus on activities that directly impact the provision of oral health. [15] These include pain relief in form of analgesics, antibiotics, scaling and polishing, oral health education to mothers and children, extractions, simple fillings including zinc-oxide eugenol dressings and atraumatic restorative treatment, and application of fluorides. [14] This is in line with the proposition made by Isman. [16] Where oral health problems are beyond this scope, patients are referred to secondary health institutions where they receive more specialized care. The World Health Organization has suggested that the tertiary care level should be reserved for the treatment of neoplasms and management of trauma, congenital defects, malocclusions and complex problems in prosthetics, endodontics, and rehabilitation. [13] There is very little understood about the impact of the unavailability of primary oral health care on the oral health-care system and structure in Nigeria. Currently, health care is provided through 22,850 public health facilities: 21,808 PHC, 969 secondary, and 73 tertiary health institutions. [17] There are currently only 679 dental clinics available in Nigeria with over 65% of these clinics being operated as private practices. [18] There are <30 PHC providing primary oral health care in Nigeria. [18] None of the 621 PHC and 55 comprehensive health-care centers in Osun State, Nigeria, where this study was conducted, provide oral health care. [19] The main aim of the present study is to determine the common dental complaints and diseases of children seen in a Nigerian tertiary hospital located in Osun State, Nigeria, and to assess which of these can be effectively handled at the lower levels of care. The study would also consider the referral patterns and determine how many of the patients had sought care at the lower levels before patronizing a tertiary hospital. The paper would also identify new models for oral health-care practices in a resource-poor setting like Nigeria where the cost implications for setting up primary health-care services is challenging.
Methods

Study site
The study was conducted at the Child Oral Health Clinic of the Dental hospital, Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife, Nigeria. The hospital provides tertiary oral health care. It is one of three tertiary health-care centers in Osun State. However, the Child Oral Health Clinic is the only clinic that provides tertiary oral health care in the State. The Clinic serves 40%-45% of the 9.2 million from Osun, Ondo, Ekiti, and Kogi States referred to the hospital. [20] These are the catchment areas for oral health-care delivery for the center. At the time of this study, only two qualified pedodontists were serving the population of children seen at this clinic.
Study population
All the children aged 0-15 years seen at the Child Oral Health Clinic, Dental hospital, Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife, Nigeria, over a 4-year period, were included in the study.
Study procedure
Information was retrieved from the case notes of children who attended the Child Oral Health Clinic during the study period. Information retrieved were sex of the child, point of referral, presenting complaints, diagnosis, and the treatment plan.
Data analysis
Descriptive analysis was conducted to determine the proportion of children with specific oral health complaints, diagnosis, and required treatment. The proportion of children who were referred to the institution was also determined. Finally, the proportion of children who required services that could be provided at the primary, secondary and tertiary health-care facility was also determined.
Ethical considerations
The study received ethical clearance from the Ethical committee of the Dental hospital, Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife, Nigeria. Informed consent was not sought because it was a retrospective study, and data were generated from the biomedical records department by a personnel not engaged with this study.
Results
A total of 1866 children sought treatment over the 4-year period at the tertiary health-care facility. This included 956 males (51.2%) and 910 females (48.8%). The mean age of the patients (+ standard deviation) was 7.38 + 2.34 years. There was no statistically significant difference in the sex distribution of the patients, and similarly, no difference was found in the monthly and yearly distribution of patients' attendance; hence, the data were pooled for analysis.
The referral pattern of the patients is presented in Table 1 . Over the period, 1715 (91.9%) of the patients sought treatment directly at the teaching hospital without any referral from lower levels of care. Only 102 (5.4%) were referred from PHC centers.
The presenting complaints of the children are presented in Table 2 . About a third of the patients (36.2%) presented with pain, while 502 (26.9%) attended for a "check-up" or to have scaling and polishing of the teeth. Only 155 patients (8.3%) complained of decayed teeth and/or broken fillings. Periodontal disease was the most common diagnosis recorded for the patients -779 (41.8%) children were managed for periodontal health diseases including 119 (6.4%) cases of Acute Necrotizing Ulcerative Gingivitis. Five hundred and thirty-nine (28.9%) children had had dental caries [ Table 3 ].
The recommended treatments recommended for the patients are presented in Table 4 . About half (46.9%) of the children needed scaling and polishing with oral hygiene instruction. Furthermore, 409 (21.9%) children needed extractions and 321 (16.7%) children needed tooth filling. None of the cases required management under general anesthesia. Only 15 (0.8%) children were referred for care with other medical specialty. Table 4 also highlights the categories of services provided at the tertiary health institution. Only 5.0% of the treatment need was specifically tertiary health-care institution focal priority. Other services could have been provided at the primary and secondary health institutions.
Discussion
The present study showed that 1715 (91.9%) patients sought care directly at the tertiary care levels and did not go through the lower levels of care. In addition, majority of the treatment needed by children seen at this tertiary health facility -scaling and polishing, extraction, amalgam filling, medication, temporary dressing, and fluoride therapy -were treatments that can be provided by functional PHC facilities. Only 5.0% of the oral health-care needs -orthodontic treatment and surgical interventions -actually required attention at the tertiary health-care institution. Some of the treatment-pulp therapy and partial denture provision could be provided at secondary health-care facilities. The implications of these findings are multiple.
First, the absence of an efficient primary oral health-care system in the catchment area of the Dental hospital, Obafemi Awolowo University Teaching Hospitals Complex, Ile-Ife, Nigeria implies that specialists are saddled with providing oral health-care services that do not require specialization. The inefficient use of available human resources has cost-benefit implications. This gap can be addressed through the training of PHC workers to provide some basic oral health care such as prescription of analgesics and antibiotics, oral health education to mothers and children, scaling and polishing and application of fluorides for children. Physicians in other parts of the world including the United States, provide these basic oral health-care services for children. [21, 22] This model could be considered a viable alternative to meeting the oral health needs of children in Nigeria in view of the current gaps in service provision for children. If PHC workers are trained to provide basic oral health care, more patients will benefit from oral health services since there are more PHC workers available and they work closer to the community than secondary or tertiary health workers. In Osun State, 60% of residents live in rural areas. [20] This means that in the absence of primary oral health-care services, they have to travel long distances to the few available primary, secondary and tertiary health facilities. A prior study conducted in the country had highlighted that distance between residential homes of children and oral health-care facilities significantly reduce oral health-care service utilization. [23] Training PHC workers to provide basic oral health care is possible and will increase the contact points of community members for oral health-care services. [14] Currently, oral diseases are poorly addressed in the training curriculum of PHC workers. [24] This deficiency is globally recognized and a few countries have extended the PHC principles to include dental services. [25] Nigeria may require a similar approach for there to be significant changes in oral health-care management system in ways that ensures all Nigerians have equitable access to oral health-care services.
A second important finding is the low number of children who presented at the tertiary hospital who actually required tertiary oral health care. This has implications for the training of pedodontists. The proportion of children with specialized oral health-care needs is low compared to the number of trained specialized personnel working in the hospital. Yet, the population need of dentists is far from being met with 25 pedodontists serving a population of 58,736,297, children under the age of 15 years in Nigeria. [26] Despite this low pedodontist: children ratio, there is no evidence to suggest that the number of trained specialists in the country is driven by any national, state or local government requirement. The current evidence suggests that the need for specialist care in pediatric dentistry is quite low except where there are large populations of children who need specialist care who do not turn up in the hospitals. This postulation needs to be explored further.
A third important finding is that none of the patients required treatment under general anesthesia. This is unusual for a facility that handles pre-cooperative and potentially noncooperative children. It is also unusual knowing that children required surgical interventions. While there are concerns that dental general anesthesia carries a small, but significant, risk of mortality, [27] and may be unpleasant with negative experience which may be detrimental to future dental attendance and compliance with dental treatment, [28] management of precooperative and potentially noncooperative children under general anesthesia still has an important place in child-patient management. The nonindication for use of anesthesia for management of patients in this institution may reflect an absence of competency to use the facility, and/or the absence of such facility for child oral health care. It is important to understand why there is a gap in this respect and possibly institute measures to address this gap in the tertiary health institution.
This study highlights the system problem associated with the absence of oral health-care services integrated into the PHC system in Osun State and its impact on the tertiary oral health-care system. The study also highlights the need for the country to plan for oral health-care task force requirements while also maximizing the use of existing task force to provide basic oral health-care needs in Osun State. The study findings is likely to reflect what happens in Nigeria as a whole and so may be relevant for other parts of the country where primary oral health-care service provision is poor or nonexistent like in Osun State.
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